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Traumatic esophageal laceration presenting as a tongue laceration
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Available online 15 September 2011AbstractEsophageal injuries may occur spontaneously because of iatrogenic instrumental injury, foreign body impaction, or external trauma.
Traumatic esophageal laceration is rare and can lead to significant morbidity such as perforation, mediastinitis, retropharyngeal abscess, or deep
neck infection. Early detection of esophageal injury improves patient outcome and survival compared with a diagnosis that is delayed by more
than 24 hours after rupture. We describe the case of a 45-year-old man with esophageal laceration after facial contusion and tongue laceration.
Upper airway compromise is the major concern for emergency physicians. In a nonsurgical approach, close observation is needed because there
is a potential risk of progression to delayed esophageal rupture. If there is clinical deterioration, repeat endoscopy or surgical intervention should
be considered. Early detection of esophageal rupture in patients with minor head injuries can reduce mortality and morbidity and avoid major
surgery and, in most cases, allows the esophagus to heal normally.
Copyright  2011, Taiwan Society of Emergency Medicine. Published by Elsevier Taiwan LLC. All rights reserved.
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Esophageal injuries may occur spontaneously, as in Boer-
haave’s syndrome, or can be caused by iatrogenic instrumental
injury, foreign body impaction, severe vomiting, or external
trauma. Traumatic esophageal laceration is rare and can lead
to significant morbidity, such as perforation, mediastinitis, ret-
ropharyngeal abscess, or deep neck infection. Early detection of
esophageal injury in the emergency department (ED) is impor-
tant because it improves patient outcome and survival compared
with a diagnosis that is delayed by more than 24 hours after
rupture.
2. Case report
A 45-year-old man visited our ED seeking a second opinion
because of tongue laceration and difficulty in swallowing after* Corresponding author. Department of Emergency Medicine, Hsinchu
Mackay Memorial Hospital, 690, Section 2, Guang Fu Road, Hsinchu 30071,
Taiwan.
E-mail address: a5873@ms7.mmh.org.tw (W.-M. Choi).
2211-5587/$ - see front matter Copyright  2011, Taiwan Society of Emergency
doi:10.1016/j.jacme.2011.07.001a traffic accident. On the previous day, he suffered contusion of
the neck and chest wall in a traffic accident. The emergency
medical services were called and he was brought to a nearby
hospital formedicalmanagement.A chest contusionwith tongue
laceration was diagnosed shortly after primary evaluation in the
ED. The tongue laceration was sutured by the emergency
physician and chest radiography revealed no evidence of rib
fracture or pneumohemothorax. However, the next day, he
visited our ED because of progressive difficulty in swallowing.
The patient had sublingual swelling and left-side neck tender-
ness. He could not lie down because of pain and difficulty in
breathing, so he remained in a tripod position. His blood pressure
was 201/118 mmHg, with a regular pulse of 83 beats per minute
and a normal respiratory rate, with 100% oxygen saturation. The
patient complained of worsening difficulty in swallowing,
progressive enlargement of the tongue, chest pain, odynophagia,
and dysphagia. He could not drink and drooling was noted.
On examination, the patient was alert and oriented. His
body temperature was 36.2C. His tongue was markedly
enlarged, with a sutured laceration site; the uvula was invisible
and the oral airway was almost obstructed because of tongueMedicine. Published by Elsevier Taiwan LLC. All rights reserved.
Fig. 1. Axial computed tomography scan indicating a constant small left-
periesophageal air pocket at the level of the cricoid cartilage (arrow).
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There was a tender point on the left upper chest wall, but the
chest expanded symmetrically and no decrease in breath sounds
was observed. The extremities were warm and well perfused
with normal capillary refill. Laboratory test data are shown in
Table 1.
Neck and chest computed tomography (Figs. 1 and 2)
showed a constant small left-esophageal air pocket at the level
of the cricoid cartilage. A small esophageal laceration was
thus suspected.
Esophagography studies confirmed this suspicion. Flexible
esophagography was not possible because of enlargement of
the tongue, which almost obstructed the oral airway. The
patient was admitted to the surgical ward for conservative
treatment and antibiotics. He was discharged 1 week later
without any complications during his hospital stay.3. Discussion
Esophageal injury is rare among trauma victims. The
esophagus is relatively protected by the thoracic rib cage and
mediastinal structures. This anatomic position impairs the
clinical detection of esophageal injuries. Moreover, damage to
mediastinal organ structures often results in immediate death.
Early detection of esophageal injury improves patient outcome
and survival1,2 compared with a diagnosis that is delayed by
more than 24 hours after rupture. The true incidence of esoph-
ageal damage related to external trauma is not known because
many patients die immediately from injuries to mediastinal
major vessels, the heart, airway, or cervical spine. Esophageal
perforation has traditionally been considered a catastrophic,
often life-threatening event, with mortality rates of 10e40% in
general. Even higher rates are reported following spontaneous
perforations in septic patients.3e7
Patients often present with nonspecific complaints and
subtle physical findings, which make diagnosis difficult. The
problem frequently goes unrecognized until late in the clinical
course. Higher mortality rates have been attributed to delays in
diagnosis.8e10 Other suggested factors that influence outcomeTable 1
Laboratory results
Hemoglobin 15.8 gm/dL
Hematocrit 47.1%
White blood cells 18000/mL
Banded neutrophils 0
Neutrophils 90
Eosinophils 0
Basophils 0
Monocytes 4
Lymphocytes 6
Platelets 297  103/mL
Glucose (AC) 107 mg/dL
Blood urea nitrogen 10 mg/dL
Creatinine 0.7 mg/dL
K 3.8 mEq/L
Na 138 mEq/L
AC ¼ ante cibum.include age, the presence of underlying esophageal disease,
the etiology of the perforation,8,10 and the mode of treat-
ment.11 Esophageal perforation presents both a diagnostic
challenge and a therapeutic problem. A previous study advo-
cated aggressive surgical therapy and indicated that early
initiation of treatment was crucial for success.12
Despite aggressive surgical management, morbidity
remains high. Some authors suggest, nevertheless, that overall
morbidity and mortality may be decreasing, partly owing to
advances in intensive care management, antibiotics, and
parenteral nutrition.8,13
The diagnosis of esophageal contusion is based on clinical,
endoscopic, and tomographic evaluation. In a nonsurgical
approach, frequent clinical observation is needed because
there is a potential risk of progression to delayed esophageal
rupture. If there is clinical deterioration, repeat endoscopy or
surgical intervention should be considered.14Fig. 2. Computed tomography scan indicating a constant small left-
periesophageal air pocket at the level of the cricoid cartilage (arrow).
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tool in assessing traumatic esophageal injuries. Endoscopists
should be aware of two clinical findings, laceration with
esophageal perforation and esophageal contusion. Lacerations
require surgical repair. Esophageal contusion is a non-
perforating injury to the esophageal wall that requires corre-
lation with CT, and may be managed nonsurgically with close
clinical observation.14,15
4. Conclusion
We present our experience with a patient with esophageal
laceration after facial contusion and tongue laceration. In
a nonsurgical approach, close observation is needed because
there is a potential risk of progression to delayed esophageal
rupture. We believe that early detection of esophageal rupture
in patients with minor head trauma can reduce mortality and
morbidity.
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